The operation does not quite resemble the Mosetig-Moorhof operation. Dench describes a somewhat similar operation in his book on Diseases of the Ear, in his account of the Mosetig-Moorhof method. In the Mosetig-Moorhof operation a flap is mapped out, beginning two millimeters below the retroaural opening, slightly larger than the opening to be closed ( Figure  2 ) . This incision is carried through to the periosteum, and the flap so formed elevated from it; the edges of the postaural opening are now dissected back for a distance of two millimeters ( Figure 1) and are sutured to the edges of our flap (Figure 3 ), which we turn upward into the postaural opening of the cavity, and the raw surface of the flap is directed outward. This raw surface is allowed to heal by granulation, or is subsequently grafted. The skin is now brought together over the denuded area from which the flap was taken (Figure 4) .
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In this particular case the flap was cut as in a Mosetig-Moorhof operation ( Figure 6 ), but the edges of the opening to be closed, instead of being dissected back for two millimeters, were dissected back for three-eighths of an inch (Figure 5) . The flap was turned upward into this opening, its skin surface directed inward, and sutured by one suture at the top opening (Figure 7) . The edges of the opening were then brought together over the flap, bringing the two raw surfaces together (Figure 9 ). The skin was now brought together over the surface from which the flap was taken (Figures 8 and 10) as in the Mosetig-Moorhof operation.
The essential point of difference between the two operations is that at the conclusion of the :Mosetig-:Moorhof operation the raw surface of the flap is left uncovered, directed outward (Figure 3) , and allowed to heal by granulation. In the case here described, the external raw surface of the flap was covered over by the skin of the surrounding tissues (Figures 7  and 9) , the healing being more rapid, with a firmer resulting closure. At the conclusion of the operation the Schwartze cavity was packed with plain sterile gauze, per canal, care' being taken not to roll up the skin edges of the inverted flap. An external dry dressing with bandage was then applied. The pressure exerted by the internal packing against the external dressing serves to hold the raw surfaces of the flaps in firm apposition.
